Introduction
============

On the 5th of May, a group of modellers, epidemiologists and biomedical scientists from the University of Edinburgh proposed a 'segmenting and shielding' approach to easing the lockdown in the UK over the coming months (Van Bunnick *et al*, 2020) ^[1](#FN1){ref-type="other"}^. Their proposal, which has been submitted to the government and since been discussed in the media, offers what appears to be a pragmatic solution out of the current lockdown. The approach identifies segments of the population as at-risk groups and outlines ways in which these remain shielded, while 'healthy' segments would be allowed to return to some kind of normality, gradually, over several weeks. However, the 'Edinburgh Proposal,' as the Guardian ^[2](#FN2){ref-type="other"}^ describes it, highlights how narrowly conceived scientific responses may result in unintended consequences and repeat harmful public health practices. Indeed, as the authors note, they are \'unaware of segmenting and shielding\' being proposed as a major public health initiative previously. Although not using this precise terminology, the practices and policies suggested have a long history in colonial and 20th century responses to pandemics. As their University of Edinburgh colleagues, we argue that a better appreciation of, and engagement with the evidence provided by the humanities and social sciences, as well as greater disciplinary diversity, would better anticipate and hopefully avoid potential harm ^[3](#FN3){ref-type="other"}^.

The proposed model discusses the 'public health burden' of COVID-19 without specific attention to public health ethics, and without acknowledgement of the long history of the detrimental effects of segmenting vulnerable populations. Public health ethics evaluate measures in terms of both their -- stated and implicit -- justifications for restricting individual freedoms for the collective good, as well as the paternalistic practices that restrict the individual freedoms of those who are being protected. It is not clear that either of these considerations has been systematically analysed and justified in a transparent manner. The model does not clearly evaluate whose interests and rights are being traded off. Nor does it consider the ethical implications of social determinants of health, or of existing health inequalities. Insights from medical sociology and anthropology have shown us that social solutions to public health harms need to address how social inequalities will be exacerbated in the context of public health emergencies. These disciplines also illustrate how the sustainability of 'behavioural' and cultural practices in the context of health interventions are dependent on investment from, and engagement with, affected communities. Moreover, the model does not reflect on the well-documented history of public health motivated segmentation of societies with its deep roots in colonialism. One could consider the history of cordon sanitaires drawn around white colonial hill stations in India and African countries, designed to protect white settlers from malaria ^[4](#FN4){ref-type="other"}^. Or we could look to the histories of social segregation in the nineteenth century history of cholera in the UK, of quarantining San Francisco's Chinatown during the third plague pandemic in the US and, perhaps most obviously, of risk grouping along the lines of sexual identity in HIV ^[5](#FN5){ref-type="other"}^. Questions of segmenting populations along measures of perceived vulnerability have always informed public health practices. However, and more importantly, the very same histories have also shown how arbitrary, contingent and problematic concepts of vulnerability can be. The history of health ethics is rife with examples of vulnerability being used to implement unjustified protectionist and restrictive measures, as well as problematically labelling and stereotyping entire groups ^[6](#FN6){ref-type="other"}^, thus further silencing them.

The proposed model frequently draws on the notion of vulnerability. We suggest that if used as a cornerstone of public health measures, it needs far more careful and nuanced deployment. 'Vulnerability', as normative justification for such a policy, ignores the multifaceted lives that are lived behind this concept. Vulnerability does not merely cover susceptibility to ill-health or disease. It also means being left unable to protect oneself and others against harm, as a result of social and structural inequalities, historical and current oppression and marginalisation.

Vulnerability and segments of blame
===================================

Van Bunnik *et al.* base their mathematical model on assumptions about 'vulnerable', 'shielders' and 'non-vulnerable' members of the population. Without asking them, it's not possible to know what kind of society they imagined when they made these assumptions, but we can consider what kind of society the model might bring to mind and wonder about the implications of this for policy.

Crucially there is the vulnerable-shielder dyad, which they assume exists in a 1:1 ratio ^[7](#FN7){ref-type="other"}^. For mathematical models this might be abstract and population-based, but this will have to be translated into reality. Is it households of elderly couples or couples of working-age but both living with chronic illness? In which case are the vulnerable not *also* shielders in this dyad? Are they bearing in mind multiple generation households, with one or two vulnerable members, and three or four shielders? Who are all of these shielders in this context? Paid live-in carers? If a vulnerable person lives alone, do they embody a singular vulnerable self-shielding person? Or do they have a carer who visits and then who is the visiting carer, who does that carer live and work with, what social group do these carers predominantly come from, and are all of their household members and colleagues also shielders? What of care homes? Will these now have as many care workers in them all the time as they do residents who need shielding? All of these questions suggest that we cannot straightforwardly "segment" real human beings into these different categories.

Another concern in the model is a shift from a society that takes responsibility for the vulnerable to one in which the responsibility is now held by these individualised shielders. The language of protection, complete with its military metaphor, signals the weight of this responsibility. What will happen when the shield inevitably breaks from time to time? Will the shielders be blamed or blame themselves if the vulnerable person dies from COVID-19? Accounts of the history of AIDS or cholera have shown in painstaking detail how the attribution of vulnerability incorporates geographies of blame ^[8](#FN8){ref-type="other"}^, how segmentation tends to track existing socio-economics divisions and how it exacerbates persisting injustices ^[9](#FN9){ref-type="other"}^.

This shift from society to the individual also makes invisible that there is already a shield in place which has not been adequately acknowledged. Lockdown, as a public health measure, is one which protects some members of society and not others. Those who can afford to stay at home do so, whereas others -- "key workers" -- form the shield around those in lockdown by providing essential services. Without systematic consideration of context, using a simple metric such as age and selected underlying health conditions as justificatory cornerstone of severely restrictive public health measures is problematic ^[10](#FN10){ref-type="other"}^. Ageism has already been picked up by various commentators ^[11](#FN11){ref-type="other"}^ in relation to the proposed model. In what follows we highlight further important social and ethical considerations.

Ableism and chronic conditions
==============================

As currently framed, orienting public health responses around 'the healthy' erases decades of work in disability activism and legislative efforts, which identified how exclusion is built into the structural and social conditions of our environment. Ableism is the socio-political act of normalising exclusion from society, as if segregation is a collective form of existence to which we willingly agree. Like ableds, those of us with disabilities and/or chronic illnesses agree to isolate ourselves away as a form of protection from COVID-19. Of particular concern, however, is that the proposal does not lay out at what point those of us considered at high risk of being seriously ill should we contract the virus will be able to return to the outside world. Do we structure our collective social and political contract on the grounds of segregation of some for public life to continue and for the NHS to survive? ^[12](#FN12){ref-type="other"}^ Do we want to arrive at a division between "sanitary citizens" and "unsanitary subjects"? By focusing on high risk populations, we avoid issues of chronic underfunding, of austerity-based policies and of ongoing inequalities as the virus spreads disproportionately among certain populations.

We raise these questions about the proposed model in the hope of drawing urgent attention to the increasing ease with which this imagined population may be left at home for an indeterminate amount of time. And, here, we would draw attention to the fact that this category of people - at high risk of being seriously ill should COVID-19 be contracted - is large, diverse and differently abled. Moreover, this category of people includes those who work, care and take part in everyday life. Will an easing of lockdown while segregating these people mean those segregated will be subject to different rights, including protection from employers' demands to return to work? How will these segmenting and shielding practices serve as obstacles to the inclusive and compassionate society we want to create?

Health and social inequalities
==============================

Although current public health measures have overwhelmingly identified those with particular health conditions as at risk, social and structural inequalities exacerbate and heighten the effects of illness at times of crisis ^[13](#FN13){ref-type="other"}^. This is particularly true of Black, Asian and minority ethnic communities in the UK in the context of COVID-19, and has been well documented ^[14](#FN14){ref-type="other"}^. There is considerable evidence that the UK was unprepared in terms of anticipating the severe consequences of the pandemic on BAME and other minority communities ^[15](#FN15){ref-type="other"}^. In the proposal to implement a segment-and-shield approach to relaxing a lockdown, we stand to repeat the same mistakes. Additionally, given that BAME workers are considerably over-represented in our current 'shield', as NHS staff, carers and key workers, how should we reconcile the potential risks and harms associated with being both more vulnerable in terms of risks, and having to nevertheless, carry out essential work ^[16](#FN16){ref-type="other"}^ that keeps the economy and life itself going?

While the proposal uses the broad term of vulnerable in relation to COVID-19, it does not discuss the impact of this virus on populations who may not be able to self-isolate, who might not have control over accommodation, or who may be at the whim of a local or national authority. Consider the effects on individuals and communities who have left contexts of oppression and violence, conflict, forced displacement and forced confinement. These are also potentially vulnerable individuals whose mental and physical well-being might be worsened and sacrificed in the process ^[17](#FN17){ref-type="other"}^. Implementation of public health policies, which fail to take into consideration these health needs, have already had deadly consequences ^[18](#FN18){ref-type="other"}^.

Global health emergencies, as well as public health responses have demonstrably gendered effects ^[19](#FN19){ref-type="other"}^. As documented by Gelder *et al.* last month ^[20](#FN20){ref-type="other"}^, domestic violence soars as a consequence of lockdown measures. Those who have been adversely affected by the lockdown, including LGBT individuals living in hostile households ^[21](#FN21){ref-type="other"}^, are not accounted for in the consideration of further segmentation and confinement. Despite the many testimonies related to the gendered effects of the care burden in lockdown ^[22](#FN22){ref-type="other"}^, very little attention is being given to this in the proposed models going forward. Individual families might be left with difficult decisions related to how and when to send children to school, who will go back to work, especially if they also have to take additional precautions to protect elderly or chronically ill family members who might be living in the same household. The additional care and emotional burden will almost certainly also be gendered.

Considering how to trade off the worth of a biological life against trying to avoid a lifetime of complex trauma for those children and kin belonging to the perceived vulnerable might be an unconscionable task, but ignoring these questions entirely will most certainly result in further unanticipated harms. The effects of the existing measures have been considerable on mental and physical wellbeing. It is likely that we will be seeing the repercussions ^[23](#FN23){ref-type="other"}^ of both the pandemic, as well as our public health responses in the patterns arising in social determinants of health for decades. Implementing measures without taking into account the lessons learnt from history and without the invaluable knowledge gathered in the biomedical humanities, will most certainly exacerbate these patterns.

Creative and inclusive responses to public health crises
========================================================

The history of infectious disease and global health emergencies have shown that while some advocate for responses which restrict rights and movement, others have responded with creativity to embrace harm reduction approaches that centre care for the other. Well documented responses to HIV - in the UK and globally - show how creative responses in sexual and social practices challenged (and proved more sustainable) in the face of abstinence and quarantine messages; needle exchange, condom use, creative sexual practices and community-based approaches to sharing messages no doubt reduced HIV transmission in the years before treatment became available ^[24](#FN24){ref-type="other"}^. Other epidemics, such as Ebola, have shown how ignoring the knowledge and concerns of communities affected can have disastrous consequences and only exacerbate health and social crises ^[25](#FN25){ref-type="other"}^. Any response needs to increase its engagement with affected communities to explore what works together as a means of overcoming this current challenge ^[26](#FN26){ref-type="other"}^. People are willing to make sacrifices for the health of others and for their own health; this collective response, however, needs to care for all and take into consideration the multiple physical, social and mental health needs of all. While we recognize the importance of understanding what difficult decisions need to take place, those of us directly affected by these measures need to be involved, as advocated by the Greater Involvement of People Living with HIV (GIPA) Principle: nothing about us without us ^[27](#FN27){ref-type="other"}^.

As we begin to consider easing lockdown, we need to embed consideration and care for all in any response. Who belongs to the healthy population that can be a part of lockdown restrictions? We cannot start from a universal position of young, healthy, white and able bodies where the vulnerable can be segmented and segregated, but must start from a position that assumes vulnerability in all and build a system that accounts for this. Any response - modelled and implemented - needs to be grounded in the ethics and practice of social justice. This includes access to health resources (including ongoing access for those illnesses unrelated to COVID-19), decent and affordable housing, universal income and safety from harm. Our primary concern is that this proposal demonstrates the risks of moving rapidly from scientific evidence to policy proposals, without full consideration of the social and ethical dimensions of decisions, or engagement with communities expected to comply with and affected by such policies. Such engagement must happen now, during the crisis, especially given the uncertainty of the virus and its ongoing impact on us all.
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Version 1

Ganguli-Mitra and colleagues have written an open letter that offers an important critique of the 'segmenting and shielding' approach proposed by epidemiologists, modellers and biomedical scientists from the University of Edinburgh (Van Bunnick *et al.*, 2020)\[1\] as a way to transition out of UK "lockdown" measures introduced in response to COVID-19. The paper draws on arguments from the social sciences, humanities, population and public health ethics, history, critical disability studies, and other sources of knowledge to raise serious concerns about the model's potentially harmful consequences. Ganguli-Mitra and colleagues invite readers to consider the limitations of the approach given its overcommitment to abstraction, inattention to the social determinants of health and health inequities, and the failure of the modellers to take into account structural inequalities based on intersections of race, class, gender, disability, and sexual orientation that not only heighten people's vulnerability to COVID-19 but that place them at greater risk of harm by the very public health measures meant to respond to the pandemic.

Overall I find the letter convincing. I have some suggestions that might clarify, extend and deepen the argument.

1\) I suspect readers would benefit from a pithy statement about the nature of the model proposed. The open letter's argument would be strengthened and readers would be more able to fully engage with it were the authors to provide a short "lay" account of the model itself---what kind of knowledge is it? What forms of expertise does it draw on? What forms of calculation does it rely on and how does it propose to work? This need not be long or overly complex.

2\) Given the many significant and convincing concerns posed by Ganguli-Mitra and colleagues about the proposed segmenting and shielding approach, one wonders why it and similar modelling exercises have captured the attention of policy makers from multiple national jurisdictions in the wake of the COVID-19 pandemic.  Ganguli-Mitra might offer some thoughts on why such models are so popular right now. This might be done in such a way that creates a stronger connection between the open letter and emerging social science writing about modelling and the public health and policy response to the COVID-19 pandemic.\[2\] How does their critical analysis of the segmenting and shielding approach also contribute to broader social science critiques of the centrality of modelling within the response to the COVID-19 pandemic?

3\) The authors turn to historical work on the colonial legacy of social medicine to discuss "how arbitrary, contingent and problematic concepts of vulnerability \[upon which the model relies but does not specify\] can be" and to suggest connections between the segmenting and shielding approach and the history of cordon sanitaires used to "protect white settlers from malaria" (Ganguli-Mitra 2020, p. 3 of 6). Given their critique of how the science of pandemic response can result in interventions that harm people living in circumstances of social inequality and marginalization, one might add a further lesson from the history of epidemics in the UK that suggests important connections between current and past public health practice, namely, that the very first efforts on the part of the state to curtail individual liberties in the name of protecting the public's health targeted "the bodies of those who were least able to protest" (Porter and Porter 1988, p. 107).\[3\]

4\) Finally, Ganguli-Mitra have stayed relatively close to the established lineaments of what might be termed social science's predilection for "negative critique"(Mykhalovskiy *et al*. 2019)\[4\]---pointing out what is failing, what is wrong, and so on. At the same time, they do suggest alternative ways of addressing the pandemic that is based on "engagement with affected communities to explore what works together as a means of overcoming this current challenge" (p. 5 of 6). One wonders if this might be pushed further. Are there examples of approaches from the UK or other relevant jurisdictions that are based in community engagement that might be described? If one accepts that the current challenge is one of moving past existing public health restrictions that have created lockdown, what, more specifically, might a process of easing lockdown that is informed by social science, history, humanities and so on, look like?       

\[1\] Van Bunnik  *et al* (2020) Segmentation and shielding of the most vulnerable members of the population as elements of an exit strategy from COVID-19 lockdown  [https://www.wiki.ed.ac.uk/display/Epigroup/COVID-19+project?preview=/442891806/447360858/van%20Bunnik%20et%20al.%20SS%20manuscript%20050520.pdf ](https://www.wiki.ed.ac.uk/display/Epigroup/COVID-19+project?preview=/442891806/447360858/van%20Bunnik%20et%20al.%20SS%20manuscript%20050520.pdf)\[accessed 19 June 2020\]

\[2\] Rhodes, T., & Lancaster, K. (2020). Mathematical models as public troubles in COVID-19 infection control: following the numbers.  *Health Sociology Review*, 1-18; Rhodes, T., Lancaster, K., & Rosengarten, M. (2020). A model society: maths, models and expertise in viral outbreaks; Montgomery, Catherine & Engelmann, Lukas. (2020).  *Epidemiological publics? On the domestication of modelling in the era of COVID-19*. Retrieved June 19, 2020, from Somatosphere Web site: <http://somatosphere.net/2020/epidemiological-publics-on-the-domestication-of-modelling-in-the-era-of-covid-19.html/>; Hinchliffe, Steve. (2020).  *Model evidence -- the COVID-19 case*. Retrieved June 19, 2020, from Somatosphere Web site: http://somatosphere.net/forumpost/model-evidence-covid-19
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Version 1

This is an important rejoinder to a proposal put forth by a group of epidemiologists which suggests segmented shielding of vulnerable groups as a way out of lockdown. The authors argue that such proposals must be submitted to scrutiny from a public health ethics perspective. As it stands, the authors argue that pursuing a segmented shielding approach would in fact intensify stigmatisations while also disregarding the difficulties that huge numbers of people have in isolating themselves. I have a couple of recommendations for the authors.

When discussing the ableism that is inherent in suggestions that persons living with chronic conditions must be responsible for isolating and shielding themselves, the authors need to point out that whatever approach that might be pursued, living with a chronic condition just got that much more complicated due to COVID-19. So it is not just ableism, it is also that shielding persons living with chronic conditions ironically will put them at increased risk of their known conditions.

Also I would urge the authors to be more concrete in terms of outlining ways forward for those who have been identified most at risk of COVID-19. There is research on living with risk that can be helpful here. So, if not segmented shielding, how would an approach other than total lockdown based on public health ethics be feasible?
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